Hemihepatectomy along with portal vein or hepatic artery replacement in dogs was well tolerated, but combined with replacement of both vessels it was lethal because of outflow block and shock. Total liver blood flow should be kept as high as possible during such procedures in man.
INTRODUCTION
Local tumor recurrence is common after resection of proximal bile-duct cancer, even when the resection is extended to a liver resection 1,2. Simultaneous resection of the hepatoduodenal ligament with its potential extraductal and lymphatic 3 tumor spread may provide better results. Hemihepatectomy with replacement of both portal venous and arterial hepatic inflow tracts was therefore performed in dogs to examine the possibilities of liver resection with wide excision of the portal vein and the hepatic artery.
METHODS
Thirty-five operations were performed in 17 dogs (beagles, [8] [9] [10] [11] [12] [13] Hemihepatectomy and simultaneous replacement of the portal venous and arterial hepatic blood supply was lethal. The temporarily decreased hepatic portal blood flow through the initially spastic splenoportal bypass would have caused a reactive increase of the blood flow in an intact canine hepatic artery 6,7. Instead, the arterial hepatic blood flow was decreased by the narrow splenohepatic conduit. The sudden decline of both portal venous and arterial hepatic blood flows caused Figure 2 Section of the liver of a group III dog that died after progressive shock: centrolobular pale areas of necrosis, hemorrhage and congestion, which often merge together" plates of normal liver cells can still be recognized around the portal tracts (HE 60).
liver ischemia serious enough to activate the typically canine hepatic venous sphincters, thereby producing blockage of the hepatic venous outflow, and shock8-10.
No such outflow block exists in man or pig: nevertheless, these experimental findings stress the need to preserve the total liver blood flow at as high a level as possible in human practice. This requires the use of the largest suitable vessels and wide, potentially expandable anastomoses. Interposition of a wide autologous vein graft between the splenic vein and hepatic portal vein branch to replace the portal vein would be easier in man than mobilization of the splenic vein. A saphenous interposition graft or mobilized splenic la or gastroduodenal artery could serve as substitutes for the human hepatic artery.
